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Mortality Predictors
Some measures, such as the Pediatric Risk of Mortality (PRISM) score (Pollack et al., 1988b) and TRISS (Eichelberger et al., 1988b), can help identify unexpected (i.e., potentially preventable) deaths as well as unsurvivable injuries (i.e., expected deaths). At least one study, however, suggests that trauma scoring systems based on AIS and ISS, when used for pediatric patients, may overestimate the "non-salvageable" population in that age group, perhaps because of overemphasis on head injury or limitations of the original evaluation; some children so designated do survive, and at least some of those who do have a high probability of good long-term functional outcomes (Jaimovich et al., 1991). Generally, the state of the art of mortality prediction among injured children, which relates directly to ongoing debates about the adequacy of trauma scoring systems for pediatric patients, remains in flux.
Questions about mortality measures are pertinent to efforts to evaluate pediatric trauma programs. One issue centers on whether "preventable death rate" (PDR, the proportion of all deaths that could have been avoided had care been optimal) or "effectiveness" (E, the proportion of severely injured patients who were salvageable and survived, which excludes those who would be expected to die despite optimal treatment) is the better evaluative measure. Wesson and colleagues (1988), for instance, have argued that the PDR is sensitive to case mix—which in turn would be sensitive to the injury seventy index used—and that E would be a superior way to assess how well a pediatric trauma program was functioning, but commentary on the work suggests that the issue is not resolved.
ILLNESS MEASURES
Scoring systems to assess the severity of pediatric illness, particularly in the prehospital setting for triage purposes, or to predict the outcome from illness, have proven even more difficult to develop than those available for trauma. Indeed, the committee recognizes that no reliable or valid illness severity scores exist that could be universally applicable for illness assessment of all pediatric patients. The following discussion provides a brief overview of some of the major illness measures presently available, but it is not all-inclusive. For example, disease-specific scores that are used in pediatric emergency care, such as for asthma, croup, or meningococcemia, are not discussed.
As with trauma and injury scores or other physiologic measures that, in theory at least, reflect illness acuity, most illness severity measures have been developed and used for adult patients in a general hospital population. They tend to be "global" measures (in much the same way that trauma orategories of patients, such as those with multiple trauma or neurologic disease" (p. 1573). Overall, therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
